Geoffrey Moore describes the stages that have to be passed, before a new technique is generally accepted [9] . You have the "Early Market" consisting of technology enthusiasts and visionaries that adapt early to new developments in the field, but to get the new technology accepted, it has to cross the gap, the chasm. Until then the pragmatists, the conservatives, and skeptics will stay on the side line and not embrace the new technique. Translated into pediatric surgery means that different culture, older generations that have not been trained in minimal invasive surgery and, therefore, cannot lead the younger generation into the new era, or technical problems may hamper the integration of minimal invasive pediatric surgery into our society. An example is the recent publication from the Midwest Pediatric Surgery Consortium [10] , consisting of 11 university centers in the USA, showing that only 8.5% of all their patients with type C esophageal atresia were operated thoracoscopically, and that, 25 years after the first case of thoracoscopic esophageal atresia repair [11] . Another issue nowadays is the ethical impact of the introduction of new techniques. The old days of "cowboys and desperado's" are over. Today we have to go through protocols, subscribed by medical societies or governments [12] . This makes setting up innovative projects more difficult. Gupta et al. [12] have set up a framework for the determination of an appropriate level of oversight. Furthermore, there is an increasing demand for concentration of care in centers of expertise. Pediatric surgery is a specialty of rare anomalies, and, therefore, a pediatric surgical department by definition is a center of expertise. However, even within the pediatric surgical specialty there are circumstances where the anomaly is so complex and the outcome is so crucial, that further concentration into specific centers is warranted [13, 14] .
One of the major advances in adult endoscopic surgery has been the introduction of the robot [15, 16] . However, in neonatal surgery the robot is too large to justify its use. The waiting is for robot devices that allow the use of 3 mm instruments. There are five new potential companies in the market that may facilitate future use of robotics in pediatric surgery [17] . Meanwhile other options are the development of low-cost mechanical devices for minimal invasive surgery that offer additional degrees of freedom in movement [18] . Other future developments are the use of biodegradable materials that may facilitate supportive measures without the need to remove them at a later stage [19] .
There has been a recent cautioning that CO2 insufflation during minimal invasive surgery in neonates may have adverse effects on cerebral perfusion [20, 21] . Neonates and in particular prematures lack the ability of autoregulation of cerebral perfusion in case of reduced brain perfusion pressure [22, 23] . Limitations of the London studies were the high insufflation pressures and the compromised patients involved in the study. To investigate the question, in an animal study, using 4 kg piglets, brain perfusion was compared using 5-and 10-mm insufflation pressures. The use of 5-mm insufflation pressure had no adverse effects of cerebral perfusion [24] . Also in a study on thoracoscopic esophageal atresia repair, insufflation was tolerated in all patients [25] . In conclusion, it is important to use low-CO 2 insufflation pressures when performing minimal invasive surgery in neonates. It should be noted that also in open surgery adequate cerebral perfusion is essential [26] .
In the age of high technological developments there is a danger of doctors becoming technocrats, instead of being the stronghold for anxious parents. The pediatric surgeon, not only is responsible for the proper surgical management according to the highest standards, but he or she should also be the guardian for the support of the family and its patients. Many of the congenital malformations will evolve into a lifelong disease that requires long term follow-up with transition into adult care. With this awareness more and more pediatric surgical departments offer specialized care and follow-up in multidisciplinary teams collaborating with patient societies [13, 27] .
The Department of Pediatric Surgery in Utrecht has been acknowledged as a center of expertise for esophageal atresia. From merely repairing the anomaly, nowadays there is a multidisciplinary team, consisting of pediatric surgeons, pediatric ENT doctors, pediatric pulmonologists and general pediatricians, (pediatric-)gastroenterologists, neonatologists, pediatric anesthesiologists, physiotherapists and speech therapists, psychologists and dedicated nursing staff, taking care of all patients with esophageal atresia and dealing with their concomitant issues, gastroesophageal reflux disease, esophageal dysmotility and pulmonary problems, including tracheomalacia. The department has developed a thoracoscopic program for tracheomalacia. A rigorous preoperative rigid tracheobronchoscopy is the key factor to get an exact impression of the trachea and main bronchi, and may prevent future sequelae from unsuspected proximal fistulae and tracheomalacia. The department has become an international reference center for complicated esophageal atresia and tracheomalacia. Today a primary thoracoscopic posterior tracheopexy may be performed when a more than 50% collapse of the pars membranacea is present [28] , avoiding reiterative surgery to deal with the problem (Fig. 3) . There is close collaboration with the patient society and a transition to adult follow-up and care in joint sessions.
30 Years of pediatric endoscopic surgery has changed from merely doing the trick to providing the whole spectrum of patient management for specific patient groups, and the challenge goes on. 
